Introduction
In the history of human experience chronic illness is hardly a new phenomenon. As every school student of ancient Egypt knows, conditions such as iron deficiency, arthritis, tuberculosis and polio were common experiences. Bone samples and DNA taken from exhumed bodies testify to the presence of conditions which give rise to longstanding pain and suffering. It is also clear that throughout human history, and despite the devastating effects of epidemic and pandemic infections, life-threatening conditions could also be chronic in character. Again, tuberculosis is an exemplar here. In the modern era the temporal dimensions of this particular disease gave rise to one of the classic sociological studies in medical sociology (Roth, 1963) as did the uncertainty surrounding polio management (Davis, 1963) . As Gerhardt (1990) has pointed out, many conditions that were once acutely life threatening have, under conditions of improved treatment, been transformed into chronic ones. Renal failure, cystic fibrosis, and some forms of cancer and heart disease have taken on this profile. By the end of the twentieth century, Arthur Frank (1995) could talk of the 'remission society' in which many if not most members of advanced countries were either undergoing treatment or in (limited) recovery.
As the burden of infectious disease has lessened (speaking here, again, of advanced societies) so the issues surrounding chronic illness have become more salient -to sufferers, their immediate intimates and the wider society and its health-care systems. These changes have been driven by social process as much as medical and scientific ones. In recent years commentators such as Bunker (2001) have estimated that about a half of the increase in life expectancy over the past 50 years is the result of improving medical interventions and care. At the same time, social conditions such as improved living standards, educational and employment levels have underpinned these improvements and to a great extent have been the foundations for investment in medical research and treatment. Reductions in fertility and the extension of average longevity have led to an ageing society where degenerative and chronic disease predominates. Thus, social and medical processes have developed within a complex dialectic. In turn the dynamics involved have given rise to a restructuring of health care away from medical dominance and towards managed consumerism (Bury and Taylor, 2008; McKinlay and Marceau, 2002) .
Against this backcloth, this chapter explores two main developments in chronic disabling illness. The first is the advent of sociological studies in chronic illness. Beginning in the US, but then taken up in the UK, a number of studies have set out a framework for understanding the impact of illness on everyday life and on more formal healthcare provision. The use of terms such as 'biographical disruption' has allowed researchers to explore the everyday realities of living with illness. Developments of and critical commentaries on this work will also be discussed, including those who emphasize the continuity involved in illness experience as well as those drawing attention to wider social determinants. The response of disability activists will also be noted, especially their focus on political rights rather than health-related problems. The second part of the chapter documents the incorpor ation of some of the main insights of sociological research into mainstream health policy. In this context the self-management of chronic illness (the latter now attracting a new nomenclature as 'long-term conditions') is joined to a much more individualistic and psychologically oriented frame of reference. In this approach an emphasis on empowerment and self-efficacy require a restructuring of patient experience and behaviour. An alignment with the agenda of managed expectations and a reduction in expenditure is also involved. A consideration of the implications of this transformation of chronic illness experience constitutes a third and final section of the chapter.
